Summary: A longitudinal study of neurotic disorder in the community showed that half the cases identified at first interview had remitted one month later. Remission was significantly related to four variables: recency of onset and of peak of the disorder, the occurrence of recent threatening life events and the occurrence of subsequent â€˜¿ neutralizing' life events. A neutralizing event was defined a priori as one which neutralized the impact of an earlier threatening life event or difficulty. One third of all remissionswere caused by such an event. Re mission of disorder was not significantly related to demographic variables, symptom severity, syndrome type, medical consultation or psychotropic drug prescription. The implications for neurotic disorder in the community are dis cussed, in particular its relation to life events and the favourable outcome in the absenceof treatment.
Studies of the natural history of untreated neurotic disorders identified by clinically based psychiatric interviews are uncommon. In a ten year longitudinal study, Hagnell (1970) found that 40 per cent of disorders in the 20â€"50 year age group lasted lessthan three months, while 70 per cent lasted less than six months. His data on duration of episodewereobtained retrospectively, and considering the' very extended time period covered,may not bereliable. In a five-year follow-up study of neurotics in the Stirling County Study (Leighton et al, 1963) where data were obtained prospectively, the remission rate was 46 per cent (Beisner, 1976) .The available evidencesuggeststhat a high proportion of disorders in the community are short lived and may beepisodic.
There is also evidenceto suggestthat the onset of many of the neurotic conditions in the community are caused by life event stress (Brown and Harris, 1978) .We assumethat the relatively brief duration of neurosesin the community can be accounted for by thesestressrelated conditions although there is as yet no evidenceto substantiate this hypothesis. Similarly, there is little data to indicate what factors cause the remission of neurotic disorders in the community. We hypothesize that if distressing or threatening life eventscausethe onset of neuroses,then factors which neutralize the effects of those unpleasant events may causethem to remit. This paper reports a one month prospective study of neurosis in a South London community. We exa mine firstly the relation of threatening life eventsto the onset of disorder and secondly, the relation of other events which may neutralize the impact of these threateningevents,to the remission of disorder.
Method
The sample and study design A sample(n = 800)of subjectsaged 18-64years was obtained from theElectoral Register covering Camberwell inSouthLondon.Usinga self-weighting random sampling technique,corrections weremadefor (a)non-electors atlisted addresses and for(b)non electors atunlisted addresses (Blyth and Marchant, 1971) .
The study was longitudinal; two interviews were conducted at an interval of one month. The first interview was conducted by eight professional female interviewers experienced in social survey work. The interviewers elicited social and demographic data and administeredthe 40-item PresentStateExamination to assesspsychiatric disorder (Wing et a!, 1974; 1977) . They had previously been trained in its use. On the basis of computer analysis of the PSE interviews (Indexof Definitionprogram),subjects wereidentified as either casesor non-cases (Wing et al, 1978) .All cases at first interview(n = 108)wereapproached for THE SHORT-TERM OUTCOME OF NEUROTIC DISORDERS IN THE COMMUNITY a second interview after one month; 82 were inter viewed. A random subsample of the non-cases (n = 692) was also approached and 228 were re assessed. The second interview was administered by two psychiatrists and a psychologist, and comprised the full version of the PSE as well as other social data. As there was some possibility that the agency PSE interviews would not be as reliable as those of the more experienced psychiatrists and psychologists a â€˜¿ corrected' first PSE was obtained at second interview in the following manner. After the psychiatrists! psychologist had completed the PSE at follow-up, the interview was compared with the initial PSE interview. Discrepancies were discussed with each respondent and an attempt was made to determine whether the discrepancy (usually a higher rating of an item at first interview) was due to the symptom remitting. When this did not appear to be the case, overrating of the first (agency) interview was suspected. On this basis a corrected PSE interview (and Index of Definition) was obtained. Although this was not a highly sensitive procedure, it none the less provided an additional check. The findings using the â€˜¿ corrected first PSE' were in agreement with those of the uncorrected PSE and ID which form the main bases for the findings reported in this paper. The detailed response rates are published elsewhere . In brief, 81 per cent of subjects were cooperative at first interview, but 10 per cent then declined permission for a subsequent interview. Of those then eligible for second interview, some 87 per cent were cooperative; cases and non-cases at first interview were equally cooperative at second.
Study variables (a) Dependent variables
The principal dependent variable is that of psych iatric disorder. A computerized set of rules is applied to each PSE interview record to provide an Index of Definition (ID) which comprises eight levels of confidence that a sufficient number and severity of symptoms is present to allow a diagnosis to be made. The upper four ID levels (5â€"8) identify cases. The clinical justification for this dichotomy is given elsewhere (Wing eta!, 1978) . Ot@tcomeof disorder was categorized as (1) non-case (ID @ 4) at first interview; (2) remitting case (ID @ 5 at first interview but ID @ 4 at second); and (3) non-remitting case (ID @ 5 at first and second interviews).
Most analyses involve comparison of remitting with non-remitting cases. In addition, the CATEGO program provides a computer classified of syndrome type (Wing et a!, 1974) . Three broad classes were identified at first interview; retarded depression, neurotic depression and anxiety states. The reliability and descriptive validity of the PSE syndromes is well documented (Luria and Berry, 1979) . The reliability of the professional interviews is discussed elsewhere (Sturt et a!, 1981 ). An interview schedule, administered at second interview allowed a judgement to be made concerning the recency of onset and of peak of various symptom groups ; they included depression, anxiety, obsessions, hypomania and non-specific neurotic symptoms. (1) any medical consultation in the two weeks before the follow-up interview; (2) psychotropic drug prescription in this period; (3) medical consultation from two to four weeks before the second interview; and (4) psychotropic prescriptions in this period. Medical consultation included only registered medical practitioners and in practice it meant general prac titioners. Psychotropic drugs comprised antidepres sants and minor and major tranquillizers, or any combination of these.
The two psychiatrists and the psychologist were trained by George Brown and Tirril Harris in the administration of their life events interview and the rating of the threat of life events (Brown and Harris, 1978) . High levels of reliability were established (Tennant et a!, 1979) . A complete life events history was taken covering at least the year preceding the first interview and objective contextual ratings of threat for all events were derived (see Brown and Harris, 1978) . When referring to â€˜¿ threatening' events we mean those events which are rated as either severe (1) or moderate (2) threat and which were judged to be â€˜¿ not dependent upon psychological morbidity'.
We have also used a category of neutralizing live events (NLE). They were defined a priori as any life event which occurred during the one month follow-up period, which caused minimal threat to the subject (threat rating of 3 or 4 according to Brown's criteria), and which substantially negated or counteracted the impact of an earlier threatening event or chronic difficulty. An NLE had to reduce the impact of a severely threatening event or difficulty (Rating 1) to at least one of mild threat (Rating 3) or alternatively, reduce a moderately threatening event or difficulty 
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(Rating 2) to one of no threat (Rating 4). For example, a married man with a family might have been un employed for a considerable period and have con siderable financial problems; when he finds suitable employment it would be considered an event which has substantially neutralized the effects of his earlier chronic difficulty. Many neutralizing events not only lacked any threatening implications but wereintrinsically positive; neverthelessthe positive and neutralizing effectswere distinct. Each event in the follow-up period was therefore objectively rated on three dimensions (a) threat, (b) neutralizing effect and (c) positivity. There is often an association betweenpositivity and neutra lizing effect, and by definition, there was a negative association betweenthreat and an event's neutralizing effect. All life event ratings were objective; i.e. they were not contaminated by awarenessof illnessstate or of the subject's response. The interviewer who conducted the interview presenteda vignette of each event and its social context to raters who were kept blind to the subject's mental status and reaction to the event(seeBrown and Harris, 1978,Chapters4 and 5).
Results

i. Reliability of life events ratings
The reliability of the three raters in assessingthe degreeof threat of life eventswas very high; detailed findings are published elsewhere (Tennant ci' a!, 1979) . In this paper we are concernedonly with the reliability of rating â€˜¿ positivity' and whether an event was â€˜¿ neutralizing'. Percentageagreementsbetweenpairs of raters as to whether a given life event was positive ranged from 81â€"83 per cent, while similar percentage agreementsfor neutralizing events ranged from 77â€" 79 per cent. Percentageagreementsfor a particular event not being positive or not neutralizing were all greaterthan 98per cent.
2.
The effect of threatening life events Table I shows the relation of antecedentlife events to the onsetof disorder. We show two setsof findings; those concerning events in the period three months prior to onset and that for the period nine months before onset of disorder. There is a statistically significant association between events and onset in each instance (P <0.01). We can calculate the magnitude of the effect that events have on the development of disorder. For the three-month period ( The importance of NLEs in provoking a remission event have a better prognosis.
of disorder can be assessed by deriving two indices of magnitude of effect (see Table III ). The first is relative 3. The effect of neutralizing events likelihood of remission following an NLE and is the Table II , item (a) sets out the relation between ratio of the rate of remission in those with a neutraliz neutralizing events and the one month outcome.
ing event (0.75), to the rate in those without an event Remitted neurotics had three times more NLEs (0.44) (Paykel, 1978) . The relative risk is 1.7 and during the follow-up period (23 per cent) than either indicates that a case with an event will remit 1.7 times non-cases or non-remitting neurotics (7 per cent as often as a case without. The second is the risk or respectively), rate of remission directly attributable to an NLE and There is a possibility that these NLEs are themselves is the difference in these two rates; 31 per cent of all somehow dependent upon severity of disorder, namely remissions can be attributed to the occurrence of a that the resolution of disorder caused NLEs to occur. neutralizing event. We have attempted to exclude this possibility in three ways. First, in all analyses, any events which occurred after the improvement in neurotic status have been 1. Clinical predictors of remission excluded. Second (Table II, We examine thesedata by examining the relation of NLEs to recency of onset of episode in the remitters and non-remitters separately. We have analyzed the data by dichotomizing duration of episode at one month, three months, six months and 12 months. In the remitters there was a clear association between neutralizing events and more recent onsets, and this was significant in 3 of 4 analyses (Fishers Exact probabilities were 0.14, 0.04, 0.03, and 0.02 respec tively). Numbers were too small to permit the same analyses for the non-remitters; from the Table, however, there is no tendency towards an association between NLE and time of onset in those who do not remit. In summary, it appears NLEs are more likely to occur in disordersof short duration.
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(b) Syndrome type
In these analysesall cases(i.e., ID 5â€"8) were
classified by the CATEGO computer program as either retarded depression, neurotic depression or anxiety neurosis.The remission rate was similar in all three diagnostic groups, being 47 per cent, 53 per cent and 46 per cent respectively. Table IV shows the relation between NLE and remission in the three CATEGO classes.The relation between NLEs and remission of illness is no longer significant when the data are analysed in this way becauseof the reduction in numbers. The trend is suggestive that NLEs are related to remission of illness in both neurotic depression and in anxiety states, but not in retarded depression. The relative rate of remission in responseto NLEs (the ratio of rate of remission in those with the event to the rate of those without the event) is similar, being 1.7 in depressivesand 2.2 in anxiety states. There were no NLEs in those with retarded depressionwho remitted. When the corrected first PSE is used as a check, the resultsare similar.
TABLE IV
The effectsof neutralizingeventson remissionin specific syndrome types
The nature of neutralizing events
Life events occurring in the 4â€"6 weeks between interviews have been given three separate objective ratings of (1) the level of threat (4 levels); (2) whether neutralizing or not ; and (3) whether highly positive, moderately positive or neutral. We are concernedhere to assess whether NLEs exert their effect because they specifically neutralize the effect of threatening events or whether it is because they are simply positive events. Table V shows the distribution of neutralizing and positive events in the sample. There is a substantial overlap between these categories of events since 75 per cent of NLEs were also rated as positive. Attempts to analyse these categories separately were not successfulbecauseof this overlap. When NLEs are excluded there is no statistically significant association between positive events and remission, similarly if positive events are excluded there is no significant relation between NLEs and remission. If, however, the event categories are examined without exclusion of the other category of event, remission is significantly related to NLEs but not to positive events. Furthermore, no subjects who remitted had experi enced a highly positive event unless it was also neutralizing. On the other hand, neutralizing events associated with remission were not always rated as highly positive. The specific neutralizing effect seems the more important.
Discussion
Life events which we have defined as neutralizing account for one third of all remissions.
Remission was defined as resolution of casestatus, that is, subjects with ID @ 5 at first interview and ID @ 4 at secondinterview. There is a possibility that most of these changes in case studies might be accounted for by relatively small degreesof symptom change, for instance, from ID = 5 at first interview to ID = 4 at follow-up. However, this was not the casesince 82 per cent of remitters showed a decline of two or more ID levels,while 45 per cent declined three or more. The meandegreeof declinewas in fact 2.5 ID levels,a substantial changein symptomatology.
We now examine whether there are other possible explanations for any of our findings. The first of these is the high remission rates; of the total casessome 50 per cent remitted, while of those whose disorder was of â€˜¿ recent' onset (less than 12 months) some 60 per cent remitted. Is it an overestimate of the real remission rate by virtue of the remission being very transient and a further exacerbation occurring thereafter? This did not seemto be the casesince 75 per cent of the â€˜¿ recent' onsets (those within the past 12months) remained in remission at a further follow up six months later (details in preparation). Is it an agencyinterviewers?This seemsto beconfirmed by the fact that while 40 cases remitted, there were an estimated27 new onsetsin the sameperiod. There are, however, other explanations for this apparent dis crepancyâ€"onewhich has been observed in many longitudinal studies, even those where interviewer biasesare excluded, by the use, for example, of self administered questionnaires (Hornstra and Klassen, 1977; Duncan-Jones, 1981; Andrews and Brodaty, personal communication) . In thesestudies the rate of remission was up to eight times as great as the rate of onset of new episodes. Similar discrepancies are observed in repeated assessment of personality (Windle, 1954) .The explanation for this seemsto be thatrespondents present themselves more favourably when they are familiar with a questionnaire or interview (Goldberg, 1981) .Other factors could also have contributed to the remissionâ€"new onset discrepancy (Tennant ci' a!, 1981a) . The two most likely are that the first interview by sympathetic middle-aged female interviewers had sometherapeutic effect (see Malan et a!, 1975) and that there was a seasonal change in prevalence of symptoms (see Hornstra and Klassen, 1977; Barrett eta!, 1978) .
The second finding that we might question is that showing 31 per cent of remissions to be caused by a neutralizing event. Is this figure an overestimate due perhaps to overrating at the first interview? This is unlikely since we included in the analyses, only subjects who were casesat first interview; we do not, for example, comparecases with non-cases wherebias of initial overrating could cause problems. It is unlikely that overrating occurred selectively in those with NLEs sincethe agencyinterviewerswereunaware of the respondentslife eventsexperiencesincethis was not elicited until the secondinterview. In addition, we have carried out a number of analysesexcluding the most unreliable interviewer and the findings are unchanged, furthermore in other areas of the study we have done parallel analyses using both the first (agency) PSE and second (clinical) PSE. The results are the same (Tennant et a!, 1981b) .As a final check we have analysed the data using the corrected PSE (and Index of Definition). The results are the sameas for those derived from the uncorrected first interview which form the main basisof this paper.
Is the 31 per cent an overestimate due to some spurious relation betweenNLEs and remission? There are two possibilities. Firstly, some demographic variable or medical intervention may be associated with both the occurrenceof NLEs and with favourable outcome. This was not so (Tennant et a!, 1981a ). Secondly, it is possible that remission may have little to do with NLEs, but rather a failure to remit is associatedwith further threatening life events.This was not the case since there was no significant asso ciation betweenthreatening life eventsin the follow-up period and a failure to remit. Furthermore, when subjects with threatening events were excluded, the significant relation between NLEs and remission remained.
Alternatively we might ask if the 31 per cent could be an underestimate of the remissions attributable to NLE. We believe that this is more likely, firstly, becausesome remissions in the one month follow-up may have been due to NLEs occurring prior to the first interview (the beginning of the assessment period for NLEs), and secondly becausesome of those who experienced a neutralizing event may have remitted after the secondinterview(the endof the assessment period). Finally, the overrating by agencyinterviewers will mean that some â€˜¿ remitters' were in fact not cases at all. Thesesubjectsare included in the denominator of all our estimatesof remissionand so erroneously diminish the rate of remission due to NLEs.
This report, in conjunction with an earlier one, (Tennant et a!, 198la) shedsmore light on the short term course of neurotic disorders in the community. In summary, there were four significant predictors of remission: recent onset and recent peak of disorder, (Tennant et al, 1981a) ,the presenceof recent threaten ing life events and the occurrence of NLES. The following variables did not influence remission: age, sex, marital status, social class, severity of disorder (ID level), syndrome type (CATEGO class), medical consultations or treatment or the occurrence of positive life events. Anxiety states and neurotic depressiondid not differ in their rate of remission in responseto NLEs, a finding consistent with that of Uhlenhuth and Paykel (1973) ; life events predicted the onset of disorder generally, but did not predict symptom configuration. It should also be noted that NLES did not occur in any of the retarded depressives whoremitted.
This discussion would be incomplete without reference to the crosssectional Camberwell surveys of Brown and his colleagues (Brown and Harris, 1978) .As they use an average38-weekat risk period for events, we have analysed our data for women using the comparablenine-month period. The relative risk of disorder following a threatening event in Brown's data is 6.2 (Table Ia, p. 139); in ours it was only 1.8. The attributable risks in the two studies were 21 per cent and 14 per cent respectively. Thesediscrepancies largelyderivefrom theextremely low caserate (4 per cent) in those women in Brown's study who had no threatening events.The figure was 17 per cent in our own study. [The caserate in those experiencing an event was similar, being 25 per cent and 30 per cent respectively.] We cannot easily explain the fourfold difference.
We now return to our own longitudinal data and its relevance in understanding the nature of affective disorders as they exist in the community. Of all these casesidentified at first interview some 55 per cent had developedtheir disorder within the past year. Of these â€˜¿ onset' casessome23 per cent could be attributed to a threatening life event in the previous three months.
Theremissionratein thoseexperiencing a threatening eventwas 80 per cent but only 50 per cent in those without such an event (P <0.05). Event-related disordershavea good outcome.
An additional and related favourable prognostic factor was the presenceof a neutralizing life event.
While such an event occurred in only 25 per cent of onset cases when it did so, it was associated with remission in 82percent(TableIII).
While there is no doubt that minor affective dis orders occur relatively frequently in the community a large proportion are related to life events,both in their onset and their remission. The course of these dis orders may be quite brief and most presumably will not require treatment. It is interesting to note that those subjects with disorders which remitted were somewhat lesslikely to have used medical servicesor been prescribed psychotropic drugs; perhaps they were aware that their disorder had an understandable cause,would be short lived and would not require, or benefit from, treatment. Such conditions might better beregardedasnormal distressresponses.
